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The handover of a patient in the pre-hospital setting is different to other handover settings and therefore requires a different definition 
and description to that of other patient handover environments. Identifying those factors that affect the efficacy of handover could 
provide useful for formulating improvement strategies. 
Aim 
This research set out to describe the negative experiences of pre-hospital emergency care personnel handing over in the emergency 
centre in Johannesburg, South Africa, with a view to identifying potential areas for improvement. This paper reports on responses to 
an open-ended question that formed part of a purpose-designed, paper-based questionnaire that formed part of a mixed-methods 
study.
Methods
Data were collected from pre-hospital emergency care personnel within Johannesburg, South Africa. Responses from 140 participants 
were captured verbatim into Atlas.ti® for coding, analysis and interpretation using a qualitative descriptive methodology. Two themes 
were generated from a qualitative descriptive analysis of the data: communication barriers, and process barriers to emergency centre 
handover. These were confirmed by the categories and codes that made up these themes.
Conclusion
This study identifies some of the factors perceived by pre-hospital emergency care personnel to negatively affect emergency centre 
handover. It provides insights into how communication and process within the emergency centre have the potential to negatively 
impact emergency centre handover efficacy.
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Introduction 
Patient handover in the emergency centre environment 
is somewhat different to many other patient handover 
environments. Traditional definitions for patient handover have 
not encapsulated its characteristics as both a compound noun 
and a phrasal verb nor contextualised handover within the 
emergency centre. The authors have suggested a definition 
for emergency centre handover that caters for both its unique 
characteristics and the environment in which it takes place (1). 
Handover in the context of this study refers to ‘the presentation 
and transfer of the patient and relevant information from the 
pre-hospital emergency care provider to the emergency centre’. 
Ineffective handover has been linked to a number of adverse 
events related to patient safety and it is important to explore 
strategies aimed at improving the emergency centre handover 
(2). The process of handing over a patient usually involves 
two people: the person delivering the handover and a person 
receiving the handover. Within the context of the emergency 
centre, the person delivering the handover is usually a pre-
hospital emergency care provider and the person receiving the 
handover is usually a doctor or nurse. There are a number of 
factors that have the potential to affect the efficacy of handover 
in the emergency centre. Identification of these factors could 
provide useful information for formulating improvement 
strategies.
Some of the factors described in the emergency centre 
as impacting on handover include social interactions, 
communication skills, environmental factors such as 
interruptions, busyness of the emergency centre and a lack of 
handover standardisation (3). Emergency centres have been 
described as busy, overcrowded, noisy and distracting (4). The 
South African emergency centre is an environment that has been 
described as ‘very busy’ and this has the potential to negatively 
affect the process of handing over (5). Process barriers within 
the context of this study are any barriers to effective handover 
that can be attributed to the process involved in emergency 
centre handover. This busy environment is compounded by 
what has been described as ‘the tyranny of busyness’, a trait 
described as common among healthcare professionals that 
involves a compulsion to perform physical tasks around the 
area of the patient (6). The busyness of the emergency centre 
combined with the tyranny of busyness is likely to negatively 
affect the handover process.
Communication is one of the embedded components and 
functions of handover and the two are intricately linked (7). 
Communication problems have been identified by the Joint 
Commission as the root cause of many sentinel events (8). 
In fact, the Joint Commission estimate that 80% of serious 
medical errors involve miscommunication of healthcare 
practitioners during the transfer of patients (9). Communication 
in the emergency centre has been described as “ad hoc” 
and “opportunistic” (10) and interprofessional handover is a 
potential area where there is a high risk of communication 
failure (11). Poor communication is a risk to effective handover 
and therefore also to patient safety. In the context of this study, 
communication barriers are defined as communication factors 
that have the potential to negatively affect effective emergency 
centre handover. It is important to identify and mitigate any 
communication barriers that may negatively affect handover 
within the emergency centre.
There is a need for more focussed research related to the 
factors perceived as negatively affecting handover within the 
emergency centre from the perspective of the pre-hospital 
deliverer of handover in the resource-constrained setting. The 
aim of the study was to describe negative experiences of South 
African pre-hospital emergency care personnel handing over in 




A cross-sectional, convenience design was followed that used 
a purpose-designed questionnaire to gather data related to pre-
hospital emergency care personnel’s experiences of emergency 
centre handover. 
Setting
Data were collected from both private and state-funded 
emergency medical services within the Johannesburg area in 
the South African province of Gauteng. Gauteng is the most 
populous province in South Africa (14.3 million people), despite 
being the smallest by area (17,010 km2) (12). South Africa 
experiences critical healthcare shortages that include facilities, 
equipment and healthcare personnel. Healthcare personnel 
shortages are evidenced by insufficient numbers of doctors (13), 
nurses (14) and pre-hospital emergency care personnel (15). 
Participants
Participants were pre-hospital emergency care personnel 
from private and state-funded emergency medical services in 
Johannesburg, South Africa. The categories of pre-hospital 
emergency care personnel surveyed, and their relevant 
registration categories, were basic ambulance assistant (BAA 
register), ambulance emergency assistant (ANA register), critical 
care assistant and national diplomate (ANT register), emergency 
care technician (ECT register) and emergency care practitioner 
(ECP register). The Health Professions Council of South Africa is 
the regulatory body governing registration and scope of practice 
of healthcare providers in South Africa and the Professional 
Board for Emergency Care (PBEC) specifically governs pre-
hospital emergency care personnel. Training is directly related 
to registration category (in brackets) and associated scope of 
practice. Basic ambulance assistants (BAA) were trained for 4 to 
6 weeks, ambulance emergency assistants (ANA) for 16 weeks 
and critical care assistants for 9 months (ANT). Emergency care 
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technicians (ECT) completed a 2-year diploma and national 
diplomates a 3-year qualification (ANT). Emergency care 
practitioners completed either a 3-year national diploma followed 
by an additional year or alternatively a full-time 4-year degree 
at an accredited higher education institution (ECP) (15). The 
ECP, ANT and ECT categories are commonly categorised as 
advanced life support (ALS), the ANA category as intermediate 
life support (ILS) and the BAA as basic life support (BLS) with 
corresponding skills and procedures determined by the PBEC for 
each registration category.
At the time of data collection, the only source of verified 
information relating to the number of qualified personnel was 
the 2017 National Emergency Care Education and Training 
(NECET) policy document (15), but this policy only provided 
province-specific numbers for state-funded services. According 
to this document there were 679 state-funded ambulances with 
1041 BAAs, 213 AEAs, 120 ECTs, 41 paramedics and 12 ECPs 
(15). The disparity between the total numbers in each HPCSA 
registration category meant that stratified sampling was not a 
practical strategy (15). 
Sample size
Sample size determination was carried out using data from 
the NECET policy document that had been published while 
data collection was still underway (15). Within the province 
where the study took place the total number of pre-hospital 
emergency care personnel was 1427 and using an online 
sample size calculation tool (https://surveysystem.com/sscalc.
htm#two) with a confidence limit of 99% and a confidence 
interval (margin of error) of 10%, the calculated sample size was 
150. A convenience sampling strategy was employed to collect 
data and 290 questionnaires were distributed. A total of 175 
completed questionnaires were collected, a response rate of 
62%.
Instrumentation
The questionnaire was purpose-designed and comprised a mix 
of forced binary, Likert-type and open-ended questions. A pilot 
study was used to address reliability and validity relating to the 
questionnaire (16). The questionnaire was subsequently edited 
as directed by the pilot. Three open-ended questions explored 
participant opinions related to emergency centre handover. 
These open-ended questions asked participants to comment on 
what they felt made their own handovers ‘good’, what made the 
act of handing over a ‘bad’ experience in the emergency centre, 
and what could be done to improve the standard of handover 
within the emergency centre. This study was part of a larger 
mixed methods study and focusses specifically on responses to 
the open-ended question related to what pre-hospital emergency 
care personnel felt contributed to emergency centre handover 
being a bad experience. 
Procedures
Potential participants were approached using a convenience 
sampling strategy at their places of work and the study was 
introduced verbally. Paper-based information documentation, 
consent documents and the questionnaire were distributed 
to willing participants. Participants were required to sign a 
consent document before completing the questionnaire. Where 
requested, questionnaires and information documentation were 
left at the data collection site in a marked box for completion and 
collection at a later stage.
Responses to the open-ended questions were captured verbatim 
into a Word® (Microsoft Office, Microsoft Corporation, Redmond, 
WA) document. This document was imported into a computer-
assisted qualitative data analysis software (CAQDAS) tool, 
Atlas.ti® (ATLAS.ti version 8, Scientific Software Development 
GmbH, Berlin, Germany) for coding, categorisation and analysis. 
Transcripts were read and re-read and careful reflection ensured 
limited over-reliance on the CAQDAS software as the driver of 
code generation (17). Manual inductive coding used open coding 
and followed a qualitative description strategy where the aim 
was to provide a rich, straight description of the handover from 
the perspective of the pre-hospital emergency care provider. 
This resulted in a description of informants’ experiences in a 
language that was similar to the informants’ own language 
(18). To evaluate the coding frame for consistency and validity, 
a second pass through the data was undertaken and codes 
reconsidered (19). Codes from the first round were compared to 
those from the second round and there was a high consistency 
between the two rounds. 
Ethical approval
The study was approved by the University of Cape Town Faculty 




There were 175 completed questionnaires collected in the 
Johannesburg area from 75 (43%) BAA, 49 (28%) ANA, 15 (9%) 
ECT, 16 (9%) ANT and 20 (11%) ECP participants. The nature 
of questionnaire distribution and collection meant that it was 
not possible to determine a response rate. Not all participants 
provided responses to the open-ended questions. There were 
responses recorded to the open-ended question from a total 
of 140 participants: 50 (67%) BAAs, 42 (86%) ANAs, 13 (87%) 
ECTs, 15 (94%) ANTs and 20 (100%) ECPs to the open-ended 
question reported on in this study. Not all respondents provided 
demographic information. The demographics of respondents 
who provided responses to the open-ended question are 
depicted in Table 1.
Theme identification
Two dominant themes emerged related to participants’ negative 
handover experiences. These themes were classified as barriers 
to effective handover, namely, communication barriers and 
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process barriers. In the context of this study, communication 
barriers are defined as communication factors that have the 
potential to negatively affect effective handover and process 
barriers are any barriers to effective handover that can be 
attributed to the process of handing over. Several categories 
were identified under each of the two dominant themes. 
Dominant themes and categories are depicted in Table 2.
Theme 1. Communication barriers
In this theme, five categories supported the perception that 
negative handover experiences were dependant on certain 
aspects of communication between the deliverer and receiver of 
handover.
Category 1: Lack of interest from emergency centre personnel
Participants highlighted an apparent lack of interest displayed 
by the receiving healthcare professional in the handover being 
delivered:
“…the receiving EC staff member appears disinterested, 
don’t listen, ignore important details…”.
“Doctor in a bad mood, this is negative because the 
doctor (or anyone else for that matter) is not interested in 
listening, only in being argumentative”.
“…becomes irritating when the person receiving the 
handover doesn’t pay attention to the handover an aspect 
of the handover must be repeated”.
“Staff often don’t listen to what you are saying, do not 
seem to care”.
Category 2: Lack of knowledge related to pre-hospital 
qualifications and scopes of practice
Participants highlighted a perception that they were all painted 
with the same brush and that the emergency centre personnel 
did not have adequate knowledge related to pre-hospital 
emergency care qualifications and scopes of practice:
“When I am looked at as if I just drive an ambulance and 
disregarded before I even start handing over”.
“They think we are ambulance drivers with no intellect”.
“Uneducated staff that don’t know the capabilities of EMS 
provider”.
“A doctor that requires and asks things that are beyond 
my protocol”.
 
Category 3: Lack of respect
Participants highlighted a perception that there was not an 
attitude of respect towards pre-hospital emergency care 
personnel from the emergency centre personnel:
“…when you arrive at EC and are treated like rubbish 
before you have even spoken a word to anyone”.
“Lack of professionalism of the receiving practitioner, 
disrespect”.
“It is when the other health practitioner or the EC 
disrespect you and undermine your profession”.
Category 4: Lack of general understanding between pre-hospital 












BAA 37% (11) 50% (15) 10% (3) 3% (1) 6 (5)
ANA 11% (4) 24% (9) 38% (14) 27% (10) 13 (8)
ECT 25% (3) 25% (3) 33% (4) 17% (2) 10.5 (8.75)
ANT 7% (1) 33% (5) 27% (4) 33% (5) 14 (12.5)
ECP 22% (4) 33% (6) 28% (5) 17% (3) 6.5 (7)
Total 21% (23) 34% (38) 27% (30) 19% (21)
IQR = interquartile range
Table 2. Dominant themes and categories related to pre-hospital emergency care personnel’s negative emergency centre 
handover experiences
Dominant theme Category
Communication barriers Lack of interest from emergency centre personnel
Lack of knowledge related to pre-hospital qualifications and scopes of practice
Lack of respect
Lack of general understanding between pre-hospital and emergency centre personnel due 
to qualification differences
Poor or negative body language
Process barriers Appropriate personnel unavailable to hand over to
Receiving personnel distractions
Interruptions during handover
Having to hand over multiple times
Not allowing for completion of handover
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and emergency centre personnel due to qualification differences
Participants identified an apparent lack of understanding related 
to the patient handover between the pre-hospital emergency 
care and the emergency centre personnel and attributed to 
difference in qualification and scope:
“When the staff at the ED are not trained and don’t 
comprehend what I have just said”.
“Handing over to staff that are unqualified to interpret in a 
meaningful way the information you are providing”.
“If I had to handover the pt to someone that is low[er] 
qualified than me, it always makes things difficult for me 
and the patient because I will waste more time explaining 
each and everything that will delay treatment to the 
patient”.
Category 5: Poor body language
Participants identified poor body language as a contributor to a 
negative handover experience:
“When the person receiving the handover does not 
actively listen or make eye contact”.
“… lack of eye contact, dismissing body language…”.
“Body language and tone, negative”.
“Poor body language”.
Theme 2. Process barriers
The theme related to process barriers highlighted that the 
emergency centre was an inherently busy place. This busyness 
was the source of many of the process barriers associated with 
a negative handover experience and was supported by the five 
categories identified.
 
Category 1: Appropriate personnel unavailable to hand over to
Participants linked the general busyness of the emergency 
centre with appropriate emergency centre personnel not being 
available to receive handover:
“Not find[ing] any sister or nurse at triage”.
“No person for handover to”.
“Bay units with no staff available or triage offices to take 
handover”.
“There is not always a designated person to handover to”.
Category 2: Receiving personnel distractions 
Participants linked the inherent busyness of an emergency 
centre with staff being distracted and with unnecessary delays in 
handing over:
“Busy personnel that cannot give you undivided attention 
when handing over”.
“Busy trauma centres which distract staff from listening to 
paramedics busy handing over”.
“We sometimes spend 3 hours in hospitals only for 
handover of the patients because of the doctor who is still 
busy attending to other critical patients”.
“When casualty / ED are too busy and staff can’t listen”.
Category 3: Interruptions during handover
Participants identified interruptions as a source of frustration 
and contributed to a negative experience when handing over. 
This was also linked to being interrupted for information that had 
already been given:
“Being interrupted for information that you have already 
given”.
“When I am interrupted by the individuals asking 
questions, especially if I am getting to it that I have 
already mentioned it”.
“They take over the handover, ask some very basic 
questions and do not allow the opportunity to allocate 
other significant finding”.
Interestingly, one respondent mentioned that interruptions from 
fellow pre-hospital emergency care personnel were also a 
negative factor in emergency centre handover:
“Interruption from fellow crews or additional comments 
from them also constitute to bad handover experience for 
me”.
Category 4: Having to hand over multiple times
Participants identified having to hand over multiple times as a 
contributor to negative handover experience: 
“When ED staff change between or during a handover 
and you need to repeat”.
“Multiple handovers (handovers to nursing staff, then to 
another doctor)”.
“…having to repeat yourself multiple times as well as 
when the nurse takes handover but doesn’t communicate 
with her friend and have to repeat again”.
“Repeating yourself more than three times”.
Category 5: Not allowing for completion of pre-hospital handover 
Participants linked emergency staff who did not allow them to 
complete their handover before starting patient interactions and 
treatment as a contributor to negative handover experience:
“Starting to [treat] the patient whilst handover is in 
progress”.
“Practitioners that start assessing patients whilst you are 
still talking”.
“Staff not allowing you to complete your handover before 
taking over the patient”.
“An irritable doctor. A doctor who makes a diagnosis 
before he hears the handover”.
The perception of how negative emergency centre can be for 
the pre-hospital emergency care provider is summed up in the 
following quote: “I hate the attitude towards me when handing 
over [a] patient”.
Discussion 
This study explored pre-hospital emergency care personnel 
perceptions of factors that contributed to emergency centre 
handover being a negative experience for them. The recent 
focus on handover from a patient safety perspective highlights 
its importance within the patient care continuum. Factors that 
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negatively affect the efficacy of handover require identification so 
that mitigation strategies can be formulated.
Participants identified a lack of interest and poor body language 
in receivers as a communication barrier to effective handover. 
Lack of active listening during emergency centre handover has 
been identified in several studies (20,21). Body language is often 
an indicator of active listening and is an important component of 
handover communication (22). Lack of active listening has been 
linked to frustration (23), perceptions of disinterest (21), missed 
information (24) and the need for repetition (20). Many of the 
negative experiences identified in this study can be linked to a 
lack of active listening. Improving active listening techniques in 
both deliverers and receivers of emergency centre handover has 
the potential to improve handover efficacy.
The need to repeat handovers was identified by participants 
as a barrier to an effective handover process. Repetition is 
associated with the need to perform multiple handovers. Multiple 
handovers occur up to 91% of the time (25) and are often as a 
result of escalation of care (26). Multiple handovers have been 
associated with lost or changed information, sometimes referred 
to as being ‘hard to keep a consistent story’ (20,27). Multiple 
handovers elicit feelings of frustration on the part of the person 
delivering the handover (20,24,28,29). The theme of frustration 
was one highlighted by participants in this study. 
Interruptions during handover were identified by participants as 
a barrier to effective handover. The busyness of the emergency 
centre often results in interruptions to handover. Interruptions 
have been identified as one of the most frequent barriers to 
effective handover (30-32). Up to one-third of communication 
events within the emergency centre have been classified as 
interruptions (33). Interruptions have been categorised as ‘the 
most significant barrier to effective handover’ (30). It is notable 
that interruptions to handover have been linked to clinical error 
(34-36. Limiting interruptions to handover may improve handover 
and by extrapolation, patient safety. Strategies should be 
explored that limit handover interruptions, an example of which is 
the implementation of the ‘sterile cockpit’ strategy (37). 
The frustration associated with the perception of being poorly 
understood as a professional by other medical professionals 
was identified by participants and is not one that is unique to 
this study. Studies suggest that there exists a lack of awareness 
between emergency centre and pre-hospital personnel of 
each other’s duties, responsibilities and problems (20). There 
is a need for a shared understanding related to scopes of 
practice between pre-hospital emergency care personnel and 
emergency centre staff (38). A shared understanding correlates 
with handover quality and shared understanding has been 
identified as a key component of safe and effective clinical 
handover (39). Evidence indicates that the more professionals 
know about each other’s working environments and roles, the 
greater their awareness of each other’s relevant tasks and the 
more efficient handover becomes (38,40-42). Participants in this 
study highlighted the apparent lack of shared understanding 
due to differences in scopes of practice. These differences in 
scope may result in what may be perceived as disinterest but 
may in fact be an inability to share a complex clinical picture 
of the patient (43). The range of qualifications and training 
may be contributing factors to a potential inability to create a 
shared picture of the patient. For example, a doctor receiving 
a handover may request information that may not be within 
the training nor scope of a BAA. This would confirm the link 
between the perceived lack of knowledge that emergency centre 
personnel had related to pre-hospital qualifications and their 
scopes and the concept of shared understanding. 
The perception of participants in this study that there was a lack 
of respect for them by the emergency centre staff is one that has 
been described elsewhere (24). There is evidence to suggest 
that this perception is reciprocal where emergency centre 
staff feel disrespected by ambulance personnel (44). These 
perceptions have the potential to negatively affect handover from 
the outset and need to be addressed. Munro recommends the 
promotion of a culture of mutual respect between professionals 
(45). Potential solutions could include interprofessional 
education and cultural sensitisation for both deliverers and 
receivers of emergency centre handover.
This study does not suggest that negative handover perceptions 
are unique to the pre-hospital deliverer of handover. Indeed, a 
similar study is needed where perceptions from the emergency 
centre personnel are explored to provide a balanced and holistic 
view of emergency centre handover.
Conclusion
The busyness of the emergency centre is unlikely to change in 
the foreseeable future, meaning that effective resource utilisation 
is the cornerstone of emergency centre operations. Negative 
experiences of deliverers of handover have the potential to 
adversely affect handover efficacy and thereby threaten patient 
safety. Effective handover is a strategy that has the potential 
to improve efficacy of emergency centre operations and the 
findings of this study suggest some areas where emergency 
centre handovers can and should be improved.
Limitations
This study has several limitations. Participants were drawn from 
one specific geographical area and the convenience sampling 
strategy may have resulted in under- or over-generalisation of 
the results. The sample size was limited in number and was not 
stratified in line with the population. Further research is required 
to better understand challenges to emergency centre handover 
as perceived by pre-hospital emergency care personnel. It is 
imperative that emergency centre personnel’s perceptions are 
also investigated to ensure that the two-way nature of handover 
is sufficiently explored from both the deliverer and receiver 
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perspectives. While this study adds to the body of knowledge 
related to emergency centre handover, more wide-reaching 
research is needed to evaluate and mitigate risks to effective 
handover.
Acknowledgements
The authors would like to acknowledge and thank all participants 
who gave up their time to participate in the study.
Competing interests 
The authors declare no competing interests. Each author of this 
paper has completed the ICMJE conflict of interest statement.
References 
1.  Makkink AW, Stein COA, Bruijns SR, et al. The variables 
perceived to be important during patient handover by 
South African prehospital care providers. Afr J Emerg Med 
2019;9:87-90.
2. Spooner AJ, Aitken LM, Corley A, et al. Nursing team leader 
handover in the intensive care unit contains diverse and 
inconsistent content: an observational study. Int J Nurs Stud 
2016;61:165-72.
3.  Machaczek K, Whietfield M, Kilner K, et al. Doctors’ and 
nurses’ perceptions of barriers to conducting handover in 
hospitals in the Czech Republic. Am J Nurs Res 2013;1:1-9.
4.  Kalyani MN, Fereidouni Z, Sarvestani RS, et al. Perspectives 
of patient handover among paramedics and emergency 
department members: a qualitative study. Emergency 
2017;5:e76.
5. MacFarlane C, van Loggerenberg C, Kloeck W. International 
EMS systems in South Africa--past, present, and future. 
Resuscitation 2005;64:145-8.
6. Thompson DS, O’Leary K, Jensen E, et al. The relationship 
between busyness and research utilization: it is about time. J 
Clin Nurs 2008;17:539-48.
7.  Manser T, Foster S. Effective handover communication: an 
overview of research and improvement efforts. Best Pract 
Res Clin Anaesthesiol 2011;25:181-91.
8.  The Joint Commission. Sentinel event data root causes by 
event type 2004-2014. Available at: www.jointcommission.
org/assets/1/18/Root_Causes_by_Event_Type_2004-2014.
pdf 
9.  Byrne K. Joint Commission Center for Transforming 
Healthcare releases targeted solutions tool for hand-off 
communications. Perspectives (Montclair) 2012;32:1-7.
10. Redley B, Botti M, Wood B, et al. Interprofessional 
communication supporting clinical handover in emergency 
departments: an observation study. Australas Emerg Nurs J 
2017;20:122-30.
11. Bost N, Crilly J, Patterson E, et al. Clinical handover of 
patients arriving by ambulance to a hospital emergency 
department: a qualitative study. Int Emerg Nurs 2012;20:133-
41.
12. StatsSA. Mid-year population estimates 2017. P0302, 
Pretoria. Available at: www.statssa.gov.za/publications/
P0302/P03022017.pdf 
13. Econex. Updated GP and specialist numbers for SA. Health 
Reform Note 7 2010;3-8.
14. Rispel LC. Transforming nursing, policy practice and 
management in South Africa. Glob Heal Action 2015;1:1-3.
15. South African Government. National emergency care 
education and training policy. Pretoria, South Africa: National 
Department of Health, 2017.
16. Kazi AM, Khalid W. Questionnaire designing and validation. J 
Pak Med Assoc 2012;62:514-6.
17. Silver C, Lewins AF. Computer-assisted analysis of 
qualitative data. In: Leavy P (ed). The Oxford Handbook of 
Qualitative Research. New York, NY, USA: Oxford University 
Press, 2014.
18. Sandelowski M. A matter of taste : evaluating the quality of 
qualitative research. Nurs Inq 2015;22:86-94.
19. Schreier M. Qualitative content analysis. In: Flick U (ed). 
The SAGE Handbook of Qualitative Data Analysis. London, 
England: SAGE Publications Ltd, 2014.
20. Owen C, Hemmings L, Brown T. Lost in translation: 
maximizing handover effectiveness between paramedics and 
receiving staff in the emergency department. Emerg Med 
Australas 2009;21:102-7.
21. Suserud B, Bruce K. Ambulance nursing: part three. Emerg 
Nurse 2003;11:16-21.
22. Benham-Hutchins MM, Effken JA. Multi-professional patterns 
and methods of communication during patient handoffs. Int J 
Med Inform 2010;79:252-67.
23. Yates L, Dahm MR, Roger P, et al. Developing rapport in 
inter-professional communication: insights for international 
medical graduates. English for Specific Purposes 
2016;42:104-16.
24. Jenkin A, Abelson-Mitchell N, Cooper S. Patient handover: 
time for a change? Accid Emerg Nurs 2007;15:141-7.
25. Evans SM, Murray A, Patrick I, et al. Assessing clinical 
handover between paramedics and the trauma team. Injury 
2010;41:460-4.
26. Dawson S, King L, Grantham H. Improving the hospital 
clinical handover between paramedics and emergency 
department staff in the deteriorating patient. Emerg Med 
Australas 2013;25:393-405.
27. Jensen SM, Lippert A, Østergaard D. Handover of patients: a 
topical review of ambulance crew to emergency department 
handover. Acta Anaesthesiol Scand 2013;57:964-70.
28. Thakore S, Morrison W. A survey of the perceived quality 
of patient handover by ambulance staff in the resuscitation 
room. Emerg Med J 2001;18:293-6.
29. Marmor GO, Li MY. Improving emergency department 
medical clinical handover: barriers at the bedside. Emerg 
Med Australas 2017;29:297-302.
30. Fitzpatrick D, McKenna M, Duncan EAS, et al. Critcomms: 
a national cross-sectional questionnaire based study 
to investigate prehospital handover practices between 
08
Makkink: Negative handover experiences of pre-hospital emergency care personnel 
Australasian Journal of Paramedicine: 2021;18
ambulance clinicians and specialist prehospital teams in 
Scotland. Scand J Trauma Resusc Emerg Med 2018;26:1-11.
31. Venkatesh AK, Curley D, Chang Y, et al. Communication of 
vital signs at emergency department handoff: opportunities 
for improvement. Ann Emerg Med 2015;66:125-30.
32. Habicht R, Block L, Silva KN, et al. Assessing intern 
handover processes. Clin Teach 2016;13:187-91.
33. Spencer R, Coiera E, Logan P. Variation in communication 
loads on clinical staff in the emergency department. Ann 
Emerg Med 2004;4:268-73.
34. Parker J, Coiera E. Improving clinical communication. Am 
Med Informatics Assoc 2000;7:9.
35. Borowitz S, Waggoner-Fountain L, Bass E, et al. Adequacy 
of information transferred at resident sign- out (inhospital 
handover of care): a prospective survey. Qual Saf Health 
Care 2008;17:6-10.
36. Jagsi R, Kitch BT, Weinstein DF, et al. Residents report 
on adverse events and their causes. Arch Intern Med 
2005;165:2607-13.
37. Mohorek M, Webb TP. Establishing a conceptual framework 
for handoffs using communication theory. J Surg Educ 
2015;72:402-9.
38. Meisel ZF, Shea JA, Peacock NJ, et al. Optimizing the 
patient handoff between emergency medical services and the 
emergency department. Ann Emerg Med 2015;65:310-7.e1.
39. Manser T, Foster S, Gisin S, et al. Assessing the quality of 
patient handoffs at care transitions. Qual Saf Health Care 
2010;19:1-5.
40. Currie J. Improving the efficiency of patient handover. Emerg 
Nurse 2002;10:24-7.
41. Ye K, McD Taylor D, Knott JC, et al. Handover in the 
emergency department: deficiencies and adverse effects. 
Emerg Med Australas 2007;19:433-41.
42. Beach C, Croskerry P, Shapiro M. Profiles in patient safety: 
emergency care transitions. Acad Emerg Med 2003;10:354-
7.
43. Bost N, Crilly J, Wallis M, et al. Clinical handover of patients 
arriving by ambulance to the emergency department – a 
literature review. Int Emerg Nurs 2010;18:210-20.
44. Aase K, Søyland E, Hansen BS. A standardized patient 
handover process: perceptions and functioning. Saf Sci Monit 
2011;15:Article 2.
45. Munro D. Clinical Handover: clear communication protects 
all. World Irish Nurs Midwifery 2015;23:1-23.
